Enrollment Form for Women 40-64

Evere i Alatter ) #4-Version August 2008
oy o AR Please write clearly. Shaded (web)
b ' i i Call us if you have questions
| boxes must befilledinand - n(BOO) 530-2907
L ) page 2 must be signed. Fill in
B _ _ asmuch of theres of theform Reasonable accommodations
WEmmaaus e oe Saume LT made for persons with
“DHRS asyou can. disabilities.

= TDD (800)833-7352.

NEBRASKA

First Name Initial L ast Name Maiden Name
Birthdate / Age Social Security #
Address City County Sate | Zip
Home/Cell Phone | Work Phone Ho dicli u hear about Every Woman Matters@ other _
circle on u] ¥\ém| ))/f?leng o agrgncy o newspaper/radio/TV
( ) ( ) o doctor/clinic o self-referral ooutreach worker
Contact persorin case we can't reach yoy Relationship Phone-Home Work / Cell circie one
()

Address City State | Zip
What race or ethnicity are you? Are you of Hispanic/Latina origin?

o American Indian Tribe

O Black/AfricanAmerican OYes O No

O MexicanAmerican Country of origin

o White ) :

O Asian Whatis your primary language?

m] Bar(]:ific Islander O English O Spanish

=) (OUlEs O Vietnamesa Other

Highest grade in school you completegiieone 012 3456 7 8 9 10 11 12 13 14 15 16+

Have you ever had these exams in the pasit® do not know exact date, give your best guess.
Pap test ONo O Yes [Datelastexam __/ / |Results: ONormal  OAbnormall
What did your doctor say about your exam?.

Fvery Woman Matters-301 Centennial Mall South, P.O. Box 94817-Lincoln, NE 68509-4817

Mammogramo No O Yes |Datelastexam / / |Results: ONormal O Abnormal
breast x-ray .
What did your doctor say about your exam?,

Has your mothessister or daughter ever had breast cancer® No O Yes O Don't Know
Have you ever had breast cancer? O No O Yes O Don't Know
Have %ou ever had a hysterectoagoval of the uteru®) O No O Yes O Don't Know
| If you have had a hysterectormas it to take care of cancera No O Yes O Don't Know

| will be required to show Ioroof that my income is within the EWM income guidelines when | am contgct
by EWM program staff. If | am found to be over the income guidelines, | will be responsible for my bifls.

What isyour household income befor e taxes? | How many people live on thisincome?
Yearly Income: $
Doyou have: O MedicarePart Aand B O MedicarePart A only

O Medicaid (full coveragefor self) O None/No Coverage
O Privatelnsurancewith or without Medicaid Supplement (pleaselist)

MailingAddress

Isyour insurancean HMO? O Yes 0O NO AnHMO is a health maintenance organization.
If you have Medicaid for yourself or your insurance is an HMO, you may not enroll in Every Woman |Matters.

MUST READ AND SIGN BACK & @ <@




| nformed Consent and Raelease of Medical | nformation

[ | Read this pageSignitto show that you know what it means and agree to it.

[ | You must sign thispagetobeapart of Every Woman M atter sProgram. Version:August 2008

| want to be a part of the Every Woman Matters (EWM) Program. | know I:
s Mustbe between 40 and 64 years of age to receive screening services
+ Cannotbe overincome guidelines

% Cannothave Medicaid

+ Cannothave Medicare

% Cannotbe amember of a Health Maintenance Organization (HMO)

| know that I can tell EWM if | do not wish to be a part of this program anymore.

| know thatif | am 40-64 years of age | am eligible for full screening services under the EWM Program. I will receive.
clientbookletin the mail as soon as the EWM Office has my enroliment form. I will refer to my client booklet for more

detailed information about the program.

I know thatif | am 40-64 years of age, | may receive breast and cervical cancer screening, screenings for blood pre
cholesterol, diabetes, and obesity based upon program guidelines. | have talked with my healthcare provider about
screeningtest(s) and understand possible side effects or discomforts.

I may be giveninformation to learn how to change my diet, get more exercise, and/or stop smoking. EWM may rem
whenitis time for me to schedule to my screening exams and send me mail to help me learn more about my health.

| understand that | may be asked to increase my level of physical activity and make changes to my diet as part of the
education offered to me. I understand that before | make these activity and/or diet changes | am encouraged to tal
healthcare provider about any related concerns or questions.

| have talked with the clinic about how | am going to pay for any tests or services that are not paid by EWM.

| know that if | move without giving my mailing address to EWM, | will not get reminders about screenings. | accept
responsibility for following through on any advice my doctor may give me.

My doctor, laboratory, clinic, radiology unit, and/or hospital can give the results of my breast and cervical cancer scre
exams, heartdisease and diabetes screening exams, follow up exams, and/or treatmentto EWM.

To assist me in making the best healthcare decisions, EWM may share clinical and other healthcare informationinclu
results and health history with my healthcare providers.

My name, address, social security number and/or other personal information will be used only by EWM. It may be (
letme know if I need follow up exams. This information may be shared with other organizations as required to recei\
treatmentresources.

Otherinformation may be used for studies approved by EWM and/or The Centers for Disease Prevention and Cont
(CDC) for use by outside researchers to learn more about women’s health. These studies will not use my name or
personalinformation.

Client Signature Date of Signature/Enrollment Please Print Name

Funds for this project were provided through the Centers for Disease Control and Prevention Breast and Cervical Early DetectiokV@ltdgtagrated Screening
and Evaluation foMWomenAcross the Nation, and Colorectal Cancer Screening Demonstration Program Coopegegements with the Nebraska Department of
Health and Human Services System. #U58/DP000811, #U58/DP001421 and #3U55DP725047



